Psychiatric reflections on adaptation to repetitive dialysis  by Abram, Harry S.
Kidney International, Vol. 6 (1974), p. 67—72
EDITORIAL
Psychiatric reflections on adaptation to repetitive dialysis
Over the past decade there has been increasing
interest in the psychiatric aspects of maintenance
hemodialysis. In this presentation I shall review the
problems in psychosocial adaptation to this treatment
modality, emphasizing patient response but touching
upon the reactions of those involved in the care of the
patient with end-stage renal failure.
Patient response to dialysis. It is difficult to assess the
psychological reactions of patients to long-term
repetitive dialysis. The majority of patients who
eventually require dialysis are not psychiatrically ill.
If it had not become necessary for them to undergo
this life-prolonging method of treatment for illnesses
formerly hopelessly terminal, it is doubtful that they
would have consulted a psychiatrist unless it had been
for coincidental neurotic problems of everyday living.
Thus, the average dialysand's motivation to talk with
a psychiatrist is low. There are other factors which
hamper communication of an emotional nature, such
as the social stigma associated with psychiatric treat-
ment. This situation may become even more acute for
the dialysis patient for whom preservation of self-
esteem with fellow patients is often vital. To be thought
of as "crazy" or having to confide in a "shrink" can
be viewed by the patient as humiliating, an insult or
a sign of weakness. To refuse psychiatric aid or to
scoff at it therefore becomes a sign of strength and a
means of maintaining a mental and bodily integrity
which may be inwardly crumbling. Another resistance
is that related to the deeply entrenched and un-
conscious mechanism of defense broadly termed
"denial," a universal phenomenon and one commonly
employed by patients with life-threatening illnesses.
By this mechanism all of us keep from awareness
many painful stimuli and potential reality threats
daily endangering our existence. Thus, it has adaptive
as well as maladaptive functions. In myocardial
infarction patients in coronary care units, for example,
Hackett and his coworkers [1] demonstrated that
deniers had smoother courses and less mortality than
those patients with manifest anxiety and fears of
death. With intermittent dialysis, observers [2] have
© 1974, by the International Society of Nephrology.
67
noted that some patients, family and personnel tend to
minimize the multiple hazards and hardships associ-
ated with the procedure.
Initial responses. It soon became apparent that
immediate reactions to intermittent dialysis occurred
in a less dramatic form than after other pioneering
medical advances involving artificial devices, namely
open-heart operations. Postcardiotomy delirium, first
described by Blachly and Starr in 1964 [3], became a
relatively well-defined syndrome. Even with improved
surgical techniques, around 30% of these patients
experience a postoperative psychosis in the intensive
care unit. (In Blachly and Starr's initial series and
other studies at that time, the occurrence of such
deliria was nearer to or greater than 60%) [4]. With
intermittent dialysis the psychological stresses [5—9]
appeared different than with cardiac procedures. In
the latter the symbolism of the heart lay clearly with
life and death, specifically the threat of annihilation
directly related to the operation. Rather than an acute
death threat and the sense of awe associated with
operating on the heart, the organ representing more
than any other the be-all and end-all of life itself, the
threat of dialysis is more chronic and insidious in
nature. Symbolically, the patient must deal with
conflictual feelings related to the prolongation of life,
a life dependent upon a machine and a life constricted
not only by the dialysis regimen but the limitations
imposed by chronic illness [10].
Behaviorally, most patients initially accept dialysis
well. If they are moribund or manifesting signs and
symptoms of end-stage renal failure at the time they
begin dialysis, they may be too obtunded, or their
sensorium too clouded, to allow them to be aware of
their situation. With increasing awareness there may
occur transient anxiety and bewilderment (particularly
over the machinery and seeing one's own blood cours-
ing through the cannulae), but generally one witnesses
in patients a "Lazarus phenomenon" during which
realistically and symbolically they return from the
dead. Euphoric states are not uncommon during this
phase [11] and are probably similar to, or lead into,
the "honey-moon" period of dialysis described by
Reichsman and Levy [121.
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Schizophrenic-like psychoses have been described in
some patients after beginning dialysis. The reaction is,
fortunately, uncommon, but the frequency with which
it occurs is really unknown. Some of the first clinical
studies of adaptation to dialysis in the medical litera-
ture mention psychotic-like episodes, severe depression,
maniacal behavior and suicidal attempts [13—16].
Unfortunately, the authors give little details of these
forms of behavior, but it is of note that some of these
reactions occurred in a research (as opposed to a
treatment) setting when the procedure was clinically a
new one; in at least two of the reports, there was no
selection process. In a case report [17] a woman with
a hypomanic psychosis exhibited destructive rage
directed toward her dialyzer, or in her words, "the
monster." It is of interest that even in the nonpsychotic
dialysis patient it is not uncommon for body image
distortions to occur in which the dialysand thinks of
himself as part machine or endows the dialyzer with
human qualities [6]. In the past year I have observed
psychoses which developed in three patients shortly
after the institution of dialysis. The clinical picture was
that of mild mental confusion, delusional thinking with
themes of death and rebirth and affective changes of
extreme depression or elation. Response to treatment
with phenothiazines in small to moderate dosage and
supportive psychotherapy was generally good, but the
etiological factors involved in the psychoses were by
no means clear-cut. Undoubtedly, they were multi-
determined and included many variables ranging from
gross stress to metabolic blood-brain barrier shifts.
Longlerm responses.
Henceforth the artificial kidney will present more and more
patients with a makeshift life. But what monstrous machines,
what expenditure of technological skills, chemistry, and money
is necessary to create a substitute, and moreover still an
imperfect one, for an organ that nature has made the size of a
small clinched fist! Permanent treatment with the artificial
kidney must be counted among the bizarre excesses of man in
the stage of technocratic civilization. Civilized man, sur-
rounded by tubes, plastics, glass, and pumps, drowns in a
deluge of chemicals, is condemned to slavish dependence on a
machine. The question is whether he will not after all—in
spite of all the science fiction propagandists of medicine—one
day regard the eternal sleep of death as more tolerable than
this kind of artificial existence.
Pawlow Bronsky, June 1969 [18]
In spite of the dramatic overly-stated and general-
ized quality in the passage just quoted, there is un-
fortunately an element of truth in it. Intermittent
hemodialysis presents in bas relief the vicissitudes of
chronic illness and the varied psychological reactions
to physical disease [1]. Some have asked, "What is so
special about dialysis in treating end-stage renal
disease? It's no different than treating the diabetic
with insulin or the patient in heart failure with
digitalis." Indeed, there are many similarities, but the
point is that through dialysis, which presents adapta-
tion to illness in one of its most dramatic forms, one
gains an understanding of other forms of chronic
illness [19]. Others have wondered why psychiatrists
should be interested in patient adaptation to dialysis or
accuse psychiatrists of looking for imaginary prob-
lems in dialysands. Such comments as, "Anyone would
be depressed if he couldn't work." and "There are no
deep emotional conflicts associated with dialysis;
why look for something that's not there or make a big
psychological deal out of being sick ?" are not un-
common. These remarks overlook the fact that
psychiatrists are interested in all forms of behavior,
both normal and abnormal, and the complex interac-
tion between physical and psychological factors in all
illnesses, not only in the role of emotional conflicts in
the etiology of some diseases but the importance of
adaptive and maladaptive responses to being sick.
Reaction to dialysis can, thus, serve as a model of
response to prolonged catastrophic illness, as well as
provide understanding of how patients cope in general
with the stresses of chronic physical disability.
The long-term responses to dialysis can be viewed
as falling under the broad categories of regression,
depression and denial. In regression the patient
responds by reverting to earlier forms of behavior
which at one point in time were adaptive and which
may or may not be presently adaptive. As a child, he
associated sickness with being taken care of and at
times being given more loving attention that when
healthy. Certain responsibilities (such as attending to
household chores, attending school, etc.) could be
temporarily relinquished. In adulthood similar child-
like or "childish" behavior may appear under periods
of stress or as a result of psychological conflict.
Allowing oneself to be taken care of during an acute
illness or at the time of a surgical procedure is, indeed,
an essential ingredient for successful treatment [20].
The patient must be able to tolerate regression to the
point that he can trust another person (i.e., the
physician, surgeon, nurse, etc.), literally and figura-
tively placing himself in the hands of another. He
must temporarily give up the responsibilities of every-
day life while he mends himself and allows himself to
be mended. This situation brings back memories and
is in many ways similar to childhood experiences while
ill. Being put to bed between clean, white sheets; being
fed and taken care of by pretty nurses; and being
pulled from the mainstream of life have their com-
forting, pleasurable and regressive aspects. Most
patients find the situation acceptable, necessary or
even satisfying; but eventually they find themselves
eager to give it up as their health returns and more
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mature attitudes toward life take over. However,
some patients find these regressive pulls either too
tempting or too threatening. With the former they
remain overly dependent upon others and avoid the
responsibilities of living. If regression is too frightening,
the patient may be rebellious or even refuse treatment.
With intermittent dialysis the patient is faced with
severe regressive tendencies and conflicts with
independence vs. dependency. He must accept depend-
ency upon the personnel, the regimen and the dialyzer;
and at the same time be independent, working and
responsible when not on dialysis. This struggle is
resolved by many patients in spite of the physical side
effects and regressive qualities associated with
dialysis and chronic renal failure. Some, however,
react with overindependence, obstructing treatment by
not following dietary restrictions, dialysis schedules,
etc. It is as if they are saying, "I am so afraid of giving
into dependency and regression that I will be a
superman and do it all myself, including being my
own doctor." Other dialysands give into the depend-
ency and regression, become too comfortable in the
"sick role" and defy efforts to rehabilitate them.
Depression is prevalent among the dialysis popula-
tion [21] and frequently becomes a way of life for
many. If one looks upon depression as related to loss
and to damaged self-esteem, then the process of
dialysis leaves ample room for its occurrence. For the
dialysand faces and experiences multiple losses:
bodily function, work capacity and earning ability and
sexual performance, to name some. Even with
adequate dialysis, lethargy and weakness are not
uncommon; and such complications as intercurrent
infections, clotting of external shunts and bony
demineralization add to the patient's sense of being
ill. Under these conditions and with the number of
hours required for dialysis, maintaining full-time
employment may become difficult and result in
ensuing financial difficulties and frustration from lack
of work satisfaction [22]. Dietary and fluid restrictions
further increase deprivation in the patient's everyday
existence, and diminished sexual gratification [23, 24]
only compounds the situation. In addition, to the male
dialysand facing a role reversal in which his wife may
assume financial responsibility for the family, his
self-image is further damaged with reduced sexual
functioning. Until recently, the frequency of reduced
sexual potency was mentioned only in an anecdotal
fashion, but two independent investigations report
that it occurs in a significant proportion of the male
dialysis population. Abram and coworkers [25] in a
study of 32 married veterans found that 45% had
reduced sexual potency after the onset of kidney
disease, and another 35%, after the institution of
dialysis. Likewise, Levy [26] noted that 59% of 345
"male hemodialysis patients. . . considered themselves
as being either partially or totally impotent." This
picture is perhaps excessively gloomy for those dialysis
patients who maintain family and work responsibilities
with courage and stamina. Yet, for others a chronic
sense of depression may develop, at times reaching the
point at which the question ultimately arises, "Is it
worth it for me and my family to live in this fashion?"
Suicide among dialysis patients is mentioned in
passing as a cause of death and, at times, in clinical
vignettes. If one looks at self-destructive behavior in
dialysands, it takes a variety of forms. At one end of
the spectrum there are patients who die from re-
peated dietary indiscretions or after binges of pro-
hibited eating and drinking; at the other end are
active suicidal attempts through such means as
severing shunts, overdoses and gunshot wounds or
withdrawal from dialysis programs. The only formal
study [27] of this problem revealed that around 5%
of a sampled dialysis population exhibited these forms
of self-destructive behavior. Even excluding death
from dietary indiscretions, there were 18 successful
suicidal attempts with firearms, exsanguination, etc.,
and 19 instances of voluntary withdrawal from
programs enrolling 3,478 dialysis patients, an occur-
rence of successful suicide significantly higher than
the normal population (10 per 100,000).
Denial is a third and pervasive psychological
phenomenon observed in dialysands. To some extent
it also occurs in those involved in their care. Like
regression, denial is an unconscious mechanism of
defense employed to handle conflicts productive of
anxiety. As noted earlier it also has both adaptive and
maladaptive functions and is not necessarily psycho-
pathological. Short and Wilson [2] demonstrate well
the roles of denial in dialysis. Even though physical
complications in some centers are now much less
severe, their findings are still noteworthy. They note
that in the face of progressive physical decline the
dialysand, his family and the renal unit personnel
present a stoic front of optimism.
The capacity for denial in these patients is phenomenal,
but what are they denying? Previously, it was pointed out that
these patients accept their condition and the inevitability of
their outcome. What is denied is that it is happening now.
When their bones become bowed from osteomalacia, and they
go from a cane to a walker, and then to a wheelchair, they con-
continue to except and to hope that this process will be
reversed. When clotting, bleeding, or infections occur at the
cannula site, they accept this as a singular occurrence, only to
have it happen again....
In view of the foregoing, it would appear that increasing
denial would be an inevitable consequence of chronic hemo-
dialysis. However, in actuality, it may be necessary that these
patients be allowed to maintain their capacity to repress in
order to cope with their life situation.
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In general, denial seems an effective defence in the
dialysand, but under severe psychological stress or
gross reality pressures it breaks down with the
eruption of underlying anxiety or, rarely, frank
psychosis. Denial may also be necessary among
dialysis unit personnel to prevent discouragement and
disillusionment which can interfere with effective
patient treatment. Overinvolvement or overidentifica-
tion with the patient can result in the same mechanism.
It is as if the care-giving personnel are saying, "I have
invested so much time, effort and energy in the pro-
gram and patients, I cannot tolerate recognizing the
negative aspects of dialysis." Unfortunately, there also
exist among the personnel stigmata and taboos associ-
ated with such areas as suicide, psychiatry, etc. which
impede open discussion and recognition of the
emotional sequelae of dialysis.
The psychiatrist's role. It is heartening to read that
the Kidney Advisory Committee [28] recently listed in
their optimal criteria of care for dialysis and trans-
plant programs that the availability of a psychiatrist is
a "must" or essential. Such recognition has not
always been evident and reflects a change in attitude
regarding the role of the psychiatrist in the overall
treatment of the patient with end-stage renal failure.
Some, including psychiatrists, have argued that there
are no special psychological stresses involved in
dialysis [29] or that donor screening for renal trans-
plantation does not ordinarily require the need of a
psychiatrist [30]. Indeed, it is only within the past year
that nephrologists have invited psychiatrists to partici-
pate in their national and international meetings. Yet,
texts on chronic renal failure still contain scanty and
relatively naive material on the psychological aspects
of intermittent dialysis and kidney transplantation.
Attitudes toward patient selection have also
changed [31]. Such issues as "social worth" and
"emotional maturity" as criteria for suitability for
dialysis receive less attention, and the acceptance of
patients or medical grounds on a "first come, first
served" basis appears more common and popular.
This change is a positive one and ethically more valid
than physicians or lay committees omnipotently
making "life or death" decisions. Likewise, the
necessity to exclude patients for psychiatric reasons
has diminished. Again, this move is a fortunate one as
there are no proved and accurate predictors of
psychological adjustment to intermittent dialysis.
Thus, the role of the psychiatrist centers around his
work with patients, family and personnel after the
institution of treatment, although making contact
with the patient in the predialysis phase has its obvious
advantages of gaining baseline personality assessment
and establishing a relationship.
Psychotherapeutic approaches [32] in the dialysis
and transplant patient are mainly those of acute crisis
intervention, although some centers utilize other
forms of psychotherapy (e.g., groups, behavior
modification and hypotherapy). As noted earlier,
most patients would not have sought or needed any
form of psychiatric therapy if it had not been for the
pressures and burdens imposed by their illness and its
treatment. Thus, their "normality" or lack of psycho-
pathology in the usual use of the term and the per-
vasive mechanism of denial diminish motivation for
seeking or accepting psychiatric aid. Psychothera-
peutic measures are therefore directed toward patients
who manifest overt problems with overdependency
(excessive regression), excessive independence (rebel-
lion from the regimen), depression or the eruption of
underlying anxiety which at times is the harbinger of a
psychotic episode. Some of these reactions may be
avoided or handled through the personnel's interaction
with the patient. The psychiatrist may therefore be
more effective at times through his work with the
nursing staff or family and consultation with the
physicians who are more directly involved in patient
care. Pointing out to them the unconscious com-
ponents of the patient's behavior or how their own
feelings about the patient can affect treatment can be
helpful in allowing the patient to adapt in a non-
neurotic fashion to his illness and the treatment
setting. Thus, the major therapeutic difficulty with the
"uncooperative" dialysand may lie with the dialysis
staff's unrealistic expectations for the patient which
then reinforce his recalcitrance to treatment [34]. The
psychiatrist can attempt to alleviate the isolation and
lack of communication which can develop on a
renal unit. Calland [33], writing as both physician
and patient, discusses not only the patient's isola-
tion but the nephrologist's withdrawal from his
patients.
Finally, let us examine the psychiatrist in his work
in this area. It is noteworthy that there are relatively
few psychiatrists who involve themselves with studying
and treating the psychosocial concomitants and
sequelae of physical illness [35]. Even in other current
fields such as myocardial infarction and coronary care,
there are less than ten psychiatrists actively doing
clinical research; unfortunately, the same is true in the
treatment of end-stage renal failure. In general,
psychiatrists avoid the physically ill patient, tradi-
tionally believing that his problems are too "real"
for him to understand or treat. The psychiatrist feels
uncomfortable around physical sickness and in his
relations with other physicians. It is safer and less
anxiety producing to stay in one's office cloistered
from the fatally ill, to treat the neurotic patient who is
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motivated and insightful, and not be confronted with
the often hostile, questioning attitudes of one's
colleagues in other specialties. The trend in American
psychiatry away from medicine is evident in the
dropping of the internship requirement for board
certification, and it does not help the matter [36].
The "agony and ecstasy" of the nephrologist so
beautifully described by David [37] also occurs with
the psychiatrist who elects to work with the end-stage
renal failure patient. The frustrations inherent in
treating the chronically ill patient, the reluctance of
those caring for the patient to accept the relevance of
psychosocial factors and the feelings of loss which
come with a patient's death are not easy to accept. The
rewards are those which come from working with
courageous patients who tell us what it means to them
to live with measures which prolong their lives and
who live meaningfully in the face of adversity and
with the lurking specter of fatal illness.
Ultimately, the care of the dialysis patient lies
appropriately with his physicians (i.e., his nephrol-
ogists) and his nurses. Undoubtedly, the role of the
social worker [38] will remain of prime importance in
his or her work with the psychosocial needs of the
patient and the family. The concept of the social
worker as one who arranges transportation or provides
clothing for the derelict patient the day of discharge
from the hospital is truly inaccurate and out-dated,
especially in such advanced realms of medical care as in-
termittent dialysis. Likewise, the dialysis nurse [39-41]
takes on great responsibility in her care of the patient.
Indeed, her hours of actual patient contact and the
intensity of her relationship with the patient surpass
that of the physician. Yreeland and Ellis [42], as well as
Hay and Oken [43], have documented the stresses in-
volved in such instances of intensive nursing care and
how these stresses if ignored or inadequately handled
can result in nurses' seeking less responsible positions.
The vivid commentaries of David [37] and Calland [33]
speak clearly to the role of the nephrologist. The
contributions of Tsaltas [44] are also important in this
area. A common theme appears in these writings of the
nephrologist, as any modern physician, in the role of
the humanist and as a person who must bridge the
gap between the technical and the human qualities of
medicine. The road which began with Wilhelm
Kolif's treatment of Sofia Schafstadt has been an
ardous and momentous one. An understanding of the
complexities of ethical issues, the vicissitudes of chronic
illness and the vagaries of public funding suddenly
become as important as the intricacies of fluid and
electrolyte balance and foist themselves upon the
nephrologist. Nevertheless, in the end his role rests, as
it has with all healers, upon this relationship with the
patient, a relationship built upon trust, and with the
ability of the physician to accept his patient humbly
and nonjudgmentally.
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